ABSTRACT
INTRODUCTION
individuals must have abdominal pain or discomfort for 3 months consecutively, that is (i) relieved with defecation;
(ii) associated with a change in the consistency of stool, and two or more of the following on at least 25% of occasions or days: (iii) altered stool frequency; (iv) altered stool form (lumpy and hard, or loose and watery); (v) altered stool passage (straining and urgency or feeling of incomplete evacuation); (vi) passage of mucus, and (vii) bloating or feeling of abdominal distension.
Not only does one need to be able to identify and recognize the above symptoms, but their severity also needs to be taken into account. Drossman, Thompson and Whitehead (1992:180) distinguishes between mild, moderate and severe symptoms. Mild symptoms are those where a person has no functional impairment nor are they psychologically disturbed. Moderate symptoms are experienced by a smaller number of people whose intermittent absenteeism from work is reported. These people closely associate a trigger event with the onset of symptoms, e.g. stress or diet. They are slightly more psychologically impaired than the former group. Severe symptoms often occur in individuals having a diagnosis of comorbid anxiety, depression and somatisation. 1011) emphasise a history of abuse combined with an abnormal reaction to illness. These people constantly seek reassurance regarding the disease, insist on unnecessary, invasive and excessive diagnostic measures, deny the psychological components of their disorder and place full responsibility on the doctor for an unrealistic cure (Guthrie, Creed, Dawson & Tomenson, 1991 :454) .
The onset of IBS is generally in late adolescence (Walker, Roy-Byrne, Katon, U, Amos & Jiranek, 1990 :1657 and it seldom occurs after 60. The disorder is prominently found in white women who are 35 years of age and younger (Drossman, et al. 1992:177) .
In a South African study conducted by Segal and Walker (1984:73) , a low incidence of IBS was found in rural black South Africa, but the syndrome was found to be more prevalent in urban black South Africa.
Correlations between psychiatric illness and IBS healthcare seekers have been well researched. More specifically, 70% to 90% of IBS subjects are said to have diagnosable psychiatric problems with depression and anxiety predominating (Lydiard, et al. 1986:471) . Svedlund, Sjodin, Dotevall and Gillberg (1984:200) , attempted to measure the incidence and impact of psychological symptoms on IBS before assigning a treatment programme. They found that 98% of the IBS sample reported anxiety, with 70% of the participants experiencing a mild comorbid depression. They thus associated IBS with these affective disorders.
Subsequently much research has been conducted that disputes these mild depressive symptoms (Kellow, et al. 1992:55) . Later South African evidence in support of major depression in IBS individuals can be found in research by Els, Gagiano, Grundling, van Zyl and Joubert (1995:1369) who report major depression in 38% of their IBS participants. They also report 60% of their participants as presenting with anxiety syndromes and an overall 71 % of participants had either anxiety and/or depressive symptoms.
MOOD DISORDERS
Important mood disorders to consider in association with IBS are Major Depressive Disorder and Dysthymia (Keller, 1996:10) .
Major Depressive Disorder
The DSM IV-R (in Kaplan, Sadock & Grebb, 1994:24) classifies a Major Depressive Disorder as a change from previous functioning with at least two weeks of depressed mood, with a loss of interest and accompanied by four additional symptoms of depression. These symptoms include altered appetite, weight change, sleep or psychomotor activity, anhedonia, lethargy, feelings of worthlessness or guilt, poor concentration or decisionmaking skills and suicidal ideation or death ruminations.
Dysthymia
Dysthymia, according to Kaplan, et al. (1994:41) , implies a temperamental dysphoria -an innate tendency to be depressed. Dysthymia needs to be differentiated from Major Depressive Disorder, as it is a chronic and less severe form of depression. The incidence, which has been apparent for two years or longer, is much lower, HEALTH SA GESONDHEID Vol.7 No.2 -2002 occurring in 3-5% of the general population.
ANXIETY BASED DISORDERS
Anxiety serves to alert one to the potential of an internal or external stressor -thereby reducing its likelihood (Kaplan, et al. 1994:47) (Spielberger, 1966:4) , is defined as an acquired behavioural tendency predisposing the individual to perceive a wide range of objectively non-threatening situations as dangerous.
Compared with anxiety in the normal population, stateanxietyin IBS individuals has conSistently been found to be high (Feigtner, et al. in Langeluddecke, 1985:219) . Esler and Goulston (1973:17) comment on how diarrhoea-predominant IBS individuals are far more anxious than individuals who have other gastrointestinal (GI) disorders which are not specifically IBS related. Furthermore, Hillman, ef al. (in Langeluddecke, 1985:220) were able to show a positive correlation between severity of anxiety symptoms and severity of GI symptoms.
Generalised Anxiety Disorder
Generalised Anxiety Disorder is characterised by excessive anxiety or worry, on most days for six months or more. There is no apparent stressor. Somatic symptoms of restlessness, early fatigue, poor concentration and irritability may prevail.
Panic Disorder
Panic Disorder is characterised by paniC attacksdiscrete periods of intense fear or discomfort.
Accompanying the attack are autonomic symptoms such as palpitations, tachycardia, trembling, dyspnoea (shortness of breath), choking, sweating, nausea, dizziness, hot flushes and a fear of death. These symptoms may mimic a heart attack and the individual begins to develop anticipatory anxiety for subsequent attacks. Lydiard, et a/. (1986:472) Keller (1996:12) describes how in the 1980's depression and anxiety were regarded as pure and separate syndromes. This belief has undergone a paradigm shift.
COMBINED SYNDROMES DEPRESSION/ANXIETY
Depression is associated with anxiety symptoms in 67% of cases and in 33% of these, panic attacks occur.
Depression, he believes, occurs in 40% of individuals who are primarily anxious and in 33% of those with Panic Disorder.
The effect of a Combined Anxiety and Depressive
Syndrome on individuals is that they become more ill and more chronically impaired. The average time of recovery for depression with anxiety, according to Keller (1996:13) , is six months as opposed to three months without anxiety. Comorbid anxiety according to Keller (1996:13) is the rule rather than the exception. Walker, et al. (1990 Walker, et al. ( :1657 
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PROBLEM STATEMENT
There have been many studies which have highlighted the effectiveness of diverse therapeutic interventions in the management of the patient with IBS. However, there have been many restrictions or limitations, which need to be reiterated. Firstly, due to the previous dualistic treatment approach where mind and body were targeted, psychology was predominantly absent in the treatment equation. Secondly, a lack of a coherent theory of IBS also influenced researched methodologies, where samples were skewed or biased and where there was limited control over all the variables. Therapeutic interventions were often adopted haphazardly, as it was difficult to assess which intervention was more effective for which participant. This served to limit the generalisability of the psychological treatments.
Furthermore, it was only with the shift to a biopsychosocial approach (Drossman, 1989:159 ) that a theoretical platform for a multicomponent perspective was legitimised. There is little evidence, in a search of the international literature, to show that there has been a fully integrated approach applied to the treatment of people with IBS either individually or in groups. Rather, a "shotgun" approach to psychotherapy utilising a few models in combination such as cognitive, behavioural end hypnotherapy has been adopted.
There has been a dearth of South African studies with requests for more local data. A South African study by Dolan (2000) has been the only holistic approach to the treatment of individuals with IBS, which embraced both medical and psychotherapeutic interventions. To date, there has been no South African or overseas literature that has applied or evaluated holistic short-term group psychotherapeutic intervention in the treatment of IBS and its comorbid depression and anxiety.
There have been strong recommendations for group psychotherapy in IBS individuals who also have a comorbid anxiety and depression. With the prevalence so high and the cost to the economy and the individual so great, effective holistic group psychotherapy seems to be a logical option.
AIM OF THE STUDY
Considering the high prevalence of IBS, the debilitating nature of the disease and the limited effectiveness of most treatments, it is the aim of this study to consider IBS treatment more holistically. The specific aim then of the study is to determine the effect of a holistic shortterm group intervention in the treatment of IBS with its comorbid depression and anxiety. The intervention is described in the section following an explication of the methodology.
METHODOLOGY
Research design
This is a between groups experimental design consisting of two groups. Group 1 received the treatment and Group 2 received no treatment. It was based on a pre-test, posttest control group design. The effect of the intervention was largely reflected in the amount of change from pretest to post-test.
Due to the fact that this study incorporated short-term treatment and given that Yalom's (1970:9) principle of homogeneity was adopted, little randomisation was applied. Discussion of the sample below will highlight the randomisation issues further.
Sample
Unfortunately, this limits the generalisability of the findings to all South African population groups. Furthermore, a self-selected group of health-care seekers is likely to have been targeted which also does not represent the wider IBS population. Generalisation to the white female health care seekers in South Africa is probably appropriate.
Selection Instruments
The Biographical Questionnaire was developed as a means of requesting various personal details (e.g. name, address, gender, race etc.), family history, emotional or psychological problems, a history of treatment and other important data (e.g. smoking habits, physical activity level etc.). Based on the information obtained in this questionnaire, all male participants were excluded as well as children younger than 20.
The IBS Client Questionnaire was conducted by Drossman, Thompson and Talley (in Drossman, 1994:12) . It is based on the Rome criteria for IBS in order to verify a positive IBS diagnosis. This questionnaire focuses on the nature, frequency and duration of the client's IBS symptoms. The questionnaire was used to verify a doctor's referral where IBS was indicated. Only on verification could a referred patient participate in the study. These measures were taken for ethical reasons to ensure that any other organic pathology was controlled
The sample for this study, which consisted of 24 white for.
female adults (average age was 40 years), was selected from a pool of approximately 180 adult females who had been positively diagnosed by either a general practitioner or a gastroenterologist as having severe IBS symptoms.
Each participant had associated moderate to severe depression and anxiety. Approximately 50% of the participants had a tertiary education and 33% of the remaining 50% had at least a matric qualification. In terms of occupational status, 42% of the sample were professionals and a further 37% were in a business position. Referral to the research centre was through the media where participants were briefed regarding the study and were invited to be part of the sample group.
Other sources of referral were the participants' medical doctor, dietician or word of mouth.
Due to the marketing exercise described above, there is little chance that the obtained sample was truly random. Drossman, et al. (1995:991) provide evidence which attests to the reliability of the FBDSI based on the following findings:
1) Visual analogue scales have been shown to be reliable and responsive in assessing pain severity (Duncan, Bushnell & Lavigne, 1989:297) .
2) A diagnosis of chronic functional abdominal pain, and the frequency of doctor visits is not likely to change during the time frame «2 weeks) within which test-retest reliability is established.
3) Repeating the FBDSI as a measuring instrument in another sample of IBS individuals assessed the replicability of the scale. The distribution of scores closely approximated those of the original study, suggesting that the FBDSI can reliably determine the range of illness in replicated studies (Drossman, et al. 1995:991) .
The validity of the FBDSI scale was determined both in terms of face and convergent validity by means of regression analysis (Drossman, et al. 1995:992) . 
Selection of subjects
The 
Statistical Analysis
The statistical analysis of data was done by utilising the t-test for the equality of means for between group variance (for both pre-and post-test scores) and the paired samples t-test was utilised to determine the within group variance (for both Groups 1 and 2).
A SHORT-TERM HOLISTIC GROUP INTERVENTION
IBS, like most chronic illnesses, tends to instil, support and possibly maintain a self absorbed life style which is deficient in the sense of belonging experienced through close relationships (Lammert & Ratner, 1986:73) . Using a group format is an effective way of re-establishing those links -both interpersonally where issues of individualisation, intimacy (Lammert & Ratner, 1986:74) and illness arise, as well as dealing with intrapersonal issues of an existential meaninglessness, responsibility, choice and conflict avoidance.
The high prevalence of female participants with IBS, depression and anxiety combined with the severe dysfunction, which these participants experience also
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points to the need for effective group psychotherapy :1009 
Week 1
Therapy commenced with 'setting the scene' in a general introduction where rules of the group were established.
These included ethical principles of confidentiality setting, maintaining respect, inviting disclosure, questions and constructive criticism and where goals for therapy were negotiated and established (group process and cognitive projection). A Gestalt Self-Awareness exercise was conducted where members depicted a) how they perceived themselves and b) how they believed others perceived them in terms of a t-shirt design (emotional projection). This introspection was aimed at generating cohesion and making use of humour (Yalom, 1970:31) .
It also encouraged direct contact and expression of feelings and limited intellectualisation of the problem (Corey, 1996) (group process).
Week 2
The anatomy, physiology and treatment of IBS, depression and anxiety were discussed (somatic projection). This was followed by intense discussions of the participants' personal signs and symptoms of the disorders (Lammert & Ratner, 1986 :81) (somatic, cognitive and emotional projections). The session ended with a relaxation and ego strengthening exercise (behavioural and ego state projections).
Week 3
Self Awareness with issues of life-script and ego states were discussed in the group as a whole and then the group broke up into pairs to thrash out their personal needs, issues or goals for therapy (this tapped into the group process, the emotional and ego state projections and the participants' meaning axis).
Week 4
This included the dietician's lecture as well as feedback, recommendations and dietary modifications (Drossman, et al. :1013 (this addressed the behavioural and cognitive projections). This generated much group discussion and further facilitated the group process.
Week 5
The following session was spent looking at the emotions which related to IBS (Lammert & Ratner, 1986:83) . This Furthermore, the post-test IBS severity score, depression scale and anxiety scale were completed and recorded.
The subjects had also been asked to keep weekly variations in the qualitative rating of their IBS symptoms during therapy, which was studied for their own personal use.
Besides the group content, the process of group therapy facilitated the co-construction of meanings between all members (Boscolo, 1987) and opened up new ways of "seeing and doing". It was learnt that it was acceptable to experience and discuss their symptoms and emotions.
Consequently, in their discussions they began embracing splintered aspects of their mind, body and soul.
RESULTS
There were no statistically significant differences between Group 1 (experimental group) and Group 2 (control group) regarding the various pre-intervention test scores.
This result refers to the fact that the two groups can be regarded as not significantly different before treatment 
DISCUSSION
To summarise the findings, the holistic short-term group psychotherapy for participants with severe IBS and moderate to severe depression and anxiety was effective in reducing anxiety statistically significantly. Depression scores were also significantly reduced for the participants within the experimental group, while severe IBS symptoms remained unchanged.
The literature verifies the IBS severity scores remaining unchanged after intervention. Drossman and Thompson (1992:1015) :1014 . Given that both Group 1 and Group 2 had participants with severe IBS and moderate to severe depression and anxiety, it is not surprising that these IBS symptoms did not improve over a six-week period. Research has shown that these individuals often present with abnormal illness behaviours and neurotic traits (Stuart, Pretorius, et at. 1999:29) . This means that they will generally have symptom constancy, severe concomitant psychiatric disorders and their activity and daily functioning will be severely disrupted. They may also be unresponsive to gut-directed pharmacotherapy :1015 . In a similar vein, Lammert and Ratner (1986:87) found that in their study of a self-selected group of IBS participants, 33% of the participants experienced an increase in IBS symptom severity post intervention.
Further speculation about the lack of IBS symptom severity change with intervention could relate to the type of intervention being implemented. In this research study, much of the psychoeducation was aimed at helping the participants gain an understanding of the anatomical and physiological underpinnings of IBS. With this education, it is possible that a greater understanding of the syndrome led to a heightened awareness and therefore a closer monitoring of the symptoms. Research conducted by Guthrie (1989:1603) In addition, when the participants within the group can feel safe to begin ernbracing the "split-off" or shadow parts of themselves and tolerate what has to be faced, together with the range of feelings which erupt around that (Dowrick, 1997:6) , they can begin "tapping" into their own inner strength. It is then that language, feelings and the awareness can begin to unrnask the sornatic symptoms that have their roots in unspeakable dilernmas.
A classic psychosomatic disorder such as IBS essentially requires an interdisciplinary tearn approach so that the rnultiple dimensions of the illness can be holistically addressed. Not only are psychologists increasingly being consulted regarding the psychosornatic disorders, but there is a growing consensus arnong the multidisciplinary health-care team, that the psychologist is most appropriately placed at the fulcrurn of the client's mind,
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body, soul axis (Stuart, Pretorius, et al. 1999:35) . The benefits which a cohesed IBS group offers each other have been briefly described above.
RECOMMENDATIONS
There is rnuch place for rnore contact groups of this nature where rnutual understanding, bonding, caring, learning of skills and rnaking new choices can occur. This needs to be developed despite the difficulty in recruiting homogeneous groups for short to rnedium term group psychotherapy.
In the control group, three out of twelve participants (or 25%) had learning disorders. The only known study that broached part of this was
Wender and Kalrn (1983) (in Wilson, 1997:36) who studied Attention Deficit Disorder (ADD) in IBS individuals. Out of their IBS sample, 27%
had ADD. It would be interesting to research this variable in more detail.
Having been in contact with members of Group 1 (the experirnental group -who received intervention) three years later, there seems to be a tendency, amongst rnore than half of them, of less severe and rnore manageable IBS symptoms. These perceptions would require further research.
There is a strong belief systern in both the experirnental and control groups. It would be interesting to explore the role of religion in IBS.
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